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	Address: 
	City: 
	State: 
	Zip Code: 
	Email: 
	Full Name: 
	Relationship: 
	Contact Number_2: 
	Full Name_2: 
	Relationship_2: 
	Contact Number_3: 
	Please list any medical conditions or health problems you have had in the past or present: 
	Are you taking any medications Yes No If yes please specify: 
	Do you suffer from chronic pain Yes No If yes please explain including what makes it better or worse: 
	Have you had any orthopedic injuries Yes No If yes please list: 
	Other: 
	Do you have any allergies or sensitivities Yes No If yes please explain: 
	Are there any areas feet face abdomen etc you do not want massaged Yes No If yes please explain: 
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	Date of Birth: 
	Gender: 
	What are your goal for this treatment session: 
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	Insurance Carrier: 
	Insurance Plan: 
	Contact Number: 
	Policy Number: 
	Group Number: 
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	Date: 
	Date_2: 


